The medical school started in 1970, being the first new British school this century, and therefore was preceded by considerable discussion of the characteristics of the curriculum.' Nottingham is unique in Britain in that each student of medicine spends most of an academic year pursuing advanced work and a research project in one department of the student's choice, and every student is therefore awarded at the end of the third year a classified honours Bachelor of Medical Science (B Med Sci) degree. After a further two years of clinical training the student is awarded the graduating qualification in medicine of Bachelor of Medicine, Bachelor of Surgery (BM,BS). He or she is then eligible to undertake a preregistration house physician or house surgeon appointment and after successfully completing this one year experience, is eligible for full registration with the General Medical Council.
The current intake is approximately 130 students. Male and female applications are assessed without regard to sex, and usually about half of each intake is female, one of the highest proportions in the United Kingdom. For several years the usual entry requirement was three science subjects at Advanced level of the General Certificate of Education with grade B or better; of the 1984 intake, half had three A grades.
The Department of Community Health was one of the six foundation departments of the new medical school. It is responsible for teaching community medicine, epidemiology, biostatistics, general practice, occupational medicine, preventive medicine, and health education. The current staff includes one professor and five senior lecturers, medical staff at this level having consultant status, three lecturers, 15 part time lecturers in general practice, and four external lecturers. The overall structure of the course is shown in the figure. The department makes a major contribution to the first three years and has a smaller component of the clinical teaching. The teaching of general practice will not be fully described here, only those aspects relating to community health and epidemiology being covered.
The Department of Psychiatry has a behavioural sciences division which contributes to teaching on socioeconomic and cultural differences in health knowledge and beliefs, the sick role, and responses to illness.
Basic statistics is taught as an interdisciplinary course linked to training in laboratory and clinical measurement.
COURSE CONTENT A similar number of seminars on statistics deal with non-parametric and parametric methods, The community follow-up project is designed to emphasise the relation between hospital and community care and to help the student to see a patient's disease problem in the family and social context. The project has been described previously2. Each student studies one patient with chronic disease who is seen in hospital during the student's first clinical attachment, and who is subsequently discharged. The student follows the patient's progress over 1, to 2 years by visiting the family at home and visiting the general practitioner and others J M Elwood concerned with the patient's care. The student prepares a report, documenting the hospital and community aspects of the patient's care and including a review of the epidemiology and natural history of the patient's condition. These reports frequently document failures of the health care system, particularly communication difficulties between hospital and community care, and some have influenced changes in the way care is provided in hospital units.
The department also contributes regular teaching to the obstetrics-gynaecology and child health programmes. During the student's one month attachment to general practice an evaluative or audit project is carried out. These vary considerably in scope but recently have included studies of vaccinations, cervical cytology, and digoxin treatment. They require the student to apply to a practical medical care situation many of the epidemiological concepts they have learned in earlier years.
STAFFING
The staffing requirements of this input into all five years of the medical course, for one calendar year, are given in table 5. Approximately 600 person-hours of teaching time per year are required from senior staff, that is, full time or major part time regular members of the academic staff of the department at lecturer level or above. Currently there are nine such staff, three having joint appointments, giving 7-5 full time equivalent staff with on average 82 hours per year timetabled teaching time. Much time is also needed for the setting and marking of assessments, a considerable amount of informally arranged teaching, and regular input to the interdepartmental introductory course in the first year and to the programmes of other departments.
In addition, about 280 person-hours of teaching are given by part time lecturers in general practice for the community follow-up programme, by tutors in first and second years, and by visitors and hosts of student visits. For the first and second year teaching, assistance is given by registrars and senior registrars in community medicine, postgraduate students in the department, some consultant level staff in community medicine and related subjects, and National Health Service non-medical staff with statistical or epidemiological expertise. In the clinical years, the community follow-up project and associated seminars are given by our staff of part-time lecturers in general practice.
The clinical epidemiology seminars raise difficulties in the timing and site of the teaching sessions, and it has been difficult to bring in help from outside. As a result these sessions are currently being run with groups of 20-30 students, which is too large a number for a true seminar approach to be adopted. Assistance from outside the department is provided primarily through good-will and mutual interest, although a modest financial remuneration is given and is essential for the regular continuation of the programmes.
No formal evaluation of the components or of the total programme has been made. There is a system of feedback from the students both through committees and more informally, and surveys of students' and teachers' reaction to segments of the programme have been used regularly in the general practice attachment and intermittently in various other aspects of the programme. In general we feel that the preclinical programme in the first two years is successful in creating enthusiasm and interest for the subject. It has the advantages of being clearly clinically related as much as, or more so than, the other subjects such as physiology, anatomy, and biochemistry which the students are studying at that time. Our subjective impression over the last few years, during which we have increased the depth of study required into epidemiological methods and made the course considerably more intellectually demanding, has been that these changes have made the course more attractive to our students.
The honours year seems highly successful, as judged by the reactions of the students who pursue the honours programme in the department and the fact that in recent years we have had a substantial oversubscription in terms of the numbers of students who wish to study in the department. The honours year in this department is considered by some students to be more demanding and challenging than the honours programme in some laboratory based departments, where the student is given less freedom in terms of choice or conduct of a project.
The general practice one month attachment is also regarded as one of the most popular aspects of the Nottingham course. The proportion of Nottingham students electing general practice as a first option after graduation is among the highest in Britain, and this is probably a selection effect in that the commitment to general practice and the community approach to disease is emphasised considerably in the prospectus which is available to students considering entry, and a high proportion of students at pre-entry interview indicate an interest in general practice. The degree of interest does not seem to be lost during the training period.
The area of the programme we have had most difficulty with has been the other clinical sessions: the clinical epidemiology seminars and the community follow-up project. In the former case this is largely a question of timetabling and conflict of interest, as the clinical epidemiology seminars, in common with seminars on several other subjects, cause difficulty by being islands of timetabled teaching during ward attachments. This inevitably leads to conflicts with the student's clinical commitments, particularly operating theatre and take-in duties. We feel that these sessions would be more successful if they could be run with smaller groups made up from students attached to only one or two clinical firms, rather than the large groups which at present demand that we bring together in one place and at one time students from 8-10 different clinical firms. However, this has been impossible because of staff availability.
The community follow-up project is regarded as a very valuable and worthwhile experience by most students once it is completed, but there is no doubt that it is not particularly popular because it involves a considerable effort by the student, requires the production of a written report by a deadline date, and again gives the student a potential conflict of interest situation in terms of organising his or her own time.
It would be most interesting to test whether the different overall emphasis of the Nottingham J M Elwood programme produces a difference in the knowledge attitudes or orientation of graduates. Little information on this is available. Career choice information in regard to epidemiology is particularly unhelpful. The most obvious related career choice is that of community medicine. Discussion of career choice with our students and recent graduates tends to show that, rightly or wrongly, their image of community medicine is most often one of administrative medicine, taking them away both from clinical care and from the clinically related type of epidemiology which we emphasise in our programe. We have a noticeable number of senior students and graduates who express an interest in the epidemiological approach as applied to clinical medicine and seek advice on how to develop a career in which they can continue this interest. It is unfortunate that in the current National Health Service there is no career pattern for that interest. The most viable options available to students are either to pursue epidemiology within the framework of community medicine, usually sacrificing the clinical link, or to make a career in a clinical specialty, pursuing the epidemiological interest where there are opportunities for research, which usually arise late in their professional training, or eventually students may gain a teaching hospital type appointment in that clinical specialty. We do not regard the production of professional epidemiologists or even community physicians as a particular purpose of the department's teaching programme. The objective as we see it is to equip all our graduates with the skills of epidemiological reasoning and critical evaluation of patient based material. We would be most interested in any opportunity to compare the attitudes and orientation of the knowledge base of our graduates and those of other British universities which have large programmes of epidemiology and community medicine with graduates of more traditionally orientated programmes. Such a study would have to assess the likely differences of orientation of incoming students and would be best performed by a neutral and disinterested investigator.
This teaching programme has been developed by the current departmental staff, especially Drs MW Beaver, RFA Logan, RJ Madeley, JCG Pearson, and Ms Pamela Gillies. In addition, the programme owes
